R amps with an incline no steeper than 1 in. per foot, double-leaf doors without dividers, pay telephones with coin slots and dials no higher than 48 in., marked parking spaces at least 12 ft wide, and many other architectural accessibility features have become common in the structural plans of buildings. Occupational therapists, traditionally involved with their clients' integration into the community, have come to rely on these architectural standards and to advocate them where they do not exist. In hospital discharge planning, independent liVing programs, home health care, and outpatient programs, occupational therapists try to ensure that clients have opportunities for independence in a variety of settings. Facilities' noncompliance with accessibility standards, however, makes such expectations difficult to achieve. Even in planning for something as basic as the acquisition of food, occupational therapists cannot be certain that stores wi II be accessible to their clients in wheelchairs. The present study was designed to investigate the wheelchair accessibility of grocery stores and convenience stores in both rural and urban settings. A follow-up investigation was designed to determine whether the managers of stores with deficiencies, once they were notified, would correct the deficiencies within 6 months.
Since the passage of the Public Buildings-Handicapped Persons Act of 1968 (Public Law 90-480), persons with disabilities have had greater freedom to move about in the community. More recently, the Architectural and Transportation Barriers Compliance Board (1982) expanded the specifications and provided a basis for consistent, improved, cost-effective accessibility standards. Four federal agencies (the Department of Defense, the Department of Housing and Urban Development, the General Services Administration, and the Postal Service) have been involved with the development and enforcement of these standards ("Architectural and Transportation Barriers Compliance Board," 1982) .
Those persons who experience life from a wheelchair find that there is a need for scrutiny regarding the enforcement of these standards. Accessibility studies are sparse. The studies that have been reported deal primarily with public buildings. Martin (1987) , when surveying 13 public buildings in New York, found that the median percentage of compliance to accessibility building codes was 77%. The major areas of noncompliance were rest rooms, ramps, and parking. In Kansas City, Roberts's (1986) shopping mall investigation showed consistent problems with narrow aisles, high shelves and racks, inaccessible dressing rooms, poorly adapted rest rooms, and heavy doors. No contemporary follow-up studies have been reported relative to compliance or noncompliance follOWing the reporting of findings to the offenders. It is unclear, therefore, whether further education and advocacy efforts are effective in initiating change.
Whether one lives in a large city, a small town, or the country, the need to obtain food is basic to the goal of self-sufficiency. Studies have been unavailable on food store accessibility or on differences in accessibility between rural and urban food stores. Most reported studies have been performed in urban settings, but many persons with disabilities live in rural communities. On the basis of 1975 census bureau information, Cook, Ferritor, and Cooper (981) estimated that approximately 5 million persons with disabilities lived in towns with populations of 2,500 or less. The lack of data concerning the current status of rural disabled persons has been cited as a primary stumbling block in the development of effective plans for rural intervention (Omohundro, Schneider, Marr, & Grannemann, 1983) .
What good does it do for a client to leave the hospital or rehabilitation setting at an independent level (i.e., able to make wheelchair transfers, drive, and make cognitive decisions) or for a self-managing person born with a physical limitation to have the potential for independence, if environmental barriers prevent that person from haVing access to groceries in his or her own community? When traveling as well, the person in a wheelchair needs to know that he or she will have access to food stores.
Method

Subjects
Five rural grocery stores, five rural convenience stores, five urban grocery stores, and five urban convenience stores in one midwestern state were surveyed. A store was considered to be rural if it was located in an area with less than 50,000 people, and urban if located in an area with more than 50,000 people. These parameters for urban and rural populations were in accordance with the Standard Metropolitan Statistical Definition (Cook et a!., 1981) .
Convenience stores were defined as stores arranged to meet the needs of hurried shoppers. They typically contain 10 aisles or fewer. Grocery stores were defined as traditional food stores consisting of more than 10 aisles, which cater to the family shopper who often buys many items.
Sites were chosen by the convenience sampling method, and all were located within the same midwestern state. The manager in each location Signed a consent letter before the data were collected.
Procedure
After a pilot study was conducted, an on-site survey was designed based on specifications proVided in rel-488 evant sections of the Architectural and Transportation Barriers Compliance Board's (982) gUidelines and requirements (see the Appendix). Eight acceSSibility areas relevant to the grocery shopper were assessed: parking, ramps, curbs, entrances, aisles, telephones, baskets, and rest rooms. Accessibility was determined on a point scale, with a pOSSible total score of JO points. Hence, a perfect score of 38 meant 100% acceSSibility.
The investigator (the second author) collected data at all 20 sites. Two to 4 weeks after the survey, the investigator sent each store manager a letter that contained constructive feedback regarding problem areas and a copy of the completed survey form. Six months later, the same investigator repeated the survey at the same 20 sites.
Data Analysis
Because of the small number of sites surveyed, a descriptive analysis of the findings was used to compare convenience store and grocery store accessibility as well as to identify differences between the urban and rural stores. The differences in the compliance among these groups after receiving feedback were also examined.
Results
The urban stores' mean score was 23.9 out of a possible 38 (median = 25, range = 6 to 36), compared with the rural stores' mean score of 23.4 (median = 27, range = 4 to 36). No marked differences between the overall urban and rural scores were found (see Figure 1) .
The grocery stores scored higher in accessibility than did the convenience stores. The mean score of the convenience stores was 18.2 (median = 22, range = 4 to 36), compared with a mean score of 291 (median = 31, range = 12 to 36) for the grocery stores (see Figure 1) .
The four subgroups fell into the follOWing (descending) order of acceSSibility: (a) rural grocery stores (mean = 30.6, median Of the 20 managers, all of whom were notified of their stores' acceSSibility, 5 made the follOWing changes in the deficient areas: (a) in two urban convenience stores and in one rural grocery stOre, parking was improved; (b) in one urban grocery store, parking and rest rooms were improved and lap baskets were proVided; and (c) in one urban grocery store, rest rooms were improved (see Figure 1) . None of the stores made improvements to ramps, curbs, entrances, aisles, or telephones. The four subcategories of stores showed notable differences in types of deficiencies. The convenience stores had lower overall scores and showed major deficits in accessible parking, ramps, curbs, and entrances, as compared with the grocery stores, regardless of whether they were located in urban or rural areas. The percentage of compliance (which we calculated by converting the group's mean score to a percentage of the score possible for that subcategory) by subcategories was as follows:
• Parking-grocery stores, 70%; convenience stores, 16%.
• Ramps-grocery stores, 100%; convenience stores, 56%.
• Curbs-grocery stores, 100%; convenience stores, 60%.
• Entrances-grocery stores, 100%; convenience stores, 78%.
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Entrances to convenience stores, therefore, often presented a major obstacle to persons in wheelchairs. Additionally, rest rooms often lacked accessibility (grocery stores = 40% of the possible points, convenience stores = 56%). All 10 of the convenience stores and 4 of the 10 grocery stores did not provide lap baskets, although 1 grocery store corrected this after receiving feedback. Most of the sites surveyed had aisles and telephones with wheelchair accessibility.
Discussion
The findings of this survey show that although the urban and rural stores differed little in total scores for accessibility, convenience stores and grocery stores showed marked differences, the former earning lower accessibility scores. The grocery stores may have earned higher scores on many of the survey items because of the architectural demands of the stores themselves. For example, the use of grocery carts (which are proVided in grocery stores but not in convenience stores) may necessitate ramps, accessible curbs, and doors that open easily. Such features, designed for the carts, also increase accessibility for wheelchairs. Without such features, the convenience store entrances are better suited to the ambulatory population. Although 100% compliance is optimal, it is encouraging that 25% of the store managers made positive changes after receiving feedback. These changes were primarily in the area of parking. In each of the cases where parking was corrected, the store already had accessible ramps, curbs, and entrances, so that accessible parking made the StOre truly accessible.
Because of the small sample size and its restriction to one midwestern state, the findings may not be generalizable to a larger pooulation. The results of this survey warrant verification in a study with a larger sample size. Furthermore, studies that assess the architectural barriers in other parameters of shopping and studies of barriers that restrict persons with other kinds of disabilities (e.g., barriers for persons who are blind) are needed. A follow-up study of the stores with close to 100% compliance may help to establish a model for grocery store and convenience store managers.
In conclusion, as advocates for persons with disabilities, occupational therapists are challenged to educate those in positions to implement change (e.g., store managers) when architectural barriers are noted. If each occupational therapist, occupational therapy assistant, and occupational therapy student who is a member of the American Occupational Therapy Association were to proVide accessibility information to one deficient site per year, and if one out of 
